spondyloarthritis, axSPA) and infliximab trough levels, and the occurrence of adverse events. Results: 260 patients fulfilled the inclusion criteria: 182 patients followed-up in Rheumatology (131 with axSPA, 31 with RA, and 20 with other inflammatory rheumatic diseases), 64 in Gastroenterology and 14 in Internal Medicine. The retention rate at the time of the third biosimilar infusion was 82% (149/182 patients), which was lower than the rate observed in patients with inflammatory bowel diseases or uveitis followed-up in Gastroenterology and Internal Medicine, respectively (71/78 patients, 91%). Between baseline and the last visit (mean follow-up: 34±4.5 weeks), 48/182 (26%) patients, including 36 patients with axSPA, discontinued biosimilar infliximab, mainly due to experienced inefficacy (n=47). No clinical or biological factors were associated with biosimilar discontinuation. One infusion reaction led to treatment discontinuation. No serious adverse events occurred. 43 patients restarted innovator infliximab, 2 patients switched to etanercept, 1 to abatacept and 2 maintained biological-free. In RA patients, the mean DAS28-CRP remained stable from baseline to the last visit: 3.38±1.16 to 3.08±1.08 (p=0.217). In axSpA patients, the mean BASDAI increased from 2.94±2.20 to 3.18±2.21 (p=0.046) and the mean ASDAS increased from 1.79±0.90 to 1.99±1.08 (p=0.022). In RA and axSPA, mean CRP levels at baseline (5.95±6.06 and 5.98±11.14 mg/l respectively) and the last visit (6.52±11.32 and 5.03±8.26 mg/l respectively) were not statistically different (p=0.289 and p=0.271, respectively). Mean infliximab trough levels were similar in patients with RA (3.70±5.36 vs. 3.21±4.35 μg/ml, p=0.551) and AxSPA (5.88±5.82 vs. 5.70±5.42 μg/ml, p=0.617) during follow-up. Conclusions: In the majority of patients, innovator infliximab can be switched to biosimilar infliximab without changes in efficacy and safety during 34 weeks follow-up. However, 26% of patients discontinued biosimilar infliximab, mainly those with AxSPA due to a subjective increase in BASDAI or ASDAS scores, possibly explained by suggestion or attribution effects rather than pharmacological differences. Methods: A retrospective cohort study was conducted using claims-level data from QuintilesIMS Private Drug Plan database, Ontario Public Drug Plan database, and Quebec Public Drug Plan database. Bio-naïve patients initiating etanercept between 07/2013 and 06/2015, were identified and their claims made for MTX or pred were analyzed. Patients' utilization of MTX or pred was calculated as average weekly dose in mg, and then compared in the 6-months pre versus 12-months post initiation of etanercept using a paired t-test. Differences in the presence of concomitant medications pre and post-etanercept were also examined using a paired t-test. Results: The study captured 3,745 etanercept patients (61% female, 77% aged between 18 and 65, 84% rheumatic diseases, and 15% PsO) across Canada in the selection period. Of selected patients, 33% used MTX (n=1,244) and 14% (n=523) used pred pre and post initiation of etanercept. In concomitant MTX patients, the average weekly dose dispensed was 25.2mg in the 6 months prior to initiation of etanercept, and 25.0mg in the 12 months following the first claim of etanercept (p=0.7493). In concomitant prednisone patients, the average weekly dose dispensed reduced from 123mg pre-etanercept to 108mg post-etanercept initiation (p=0.2316). 19% of patients stopped MTX (n=287) use post-etanercept initiation, compared to 36% who stopped pred use (n=289). Conclusions: In this real-world setting, approximately 1/5 of patients stopped or reduced co-therapy of MTX; and 1/3 of patients stopped or reduced co-therapy of pred following initiation of etanercept; however, those patients who remained on co-therapy showed non-significant changes in their average consumption. Further research is needed to understand the impact on overall patient outcomes and safety. Background: It is important to study new potential markers of response to treatment in rheumatoid arthritis (RA), because up to 40% patients don't achieve remission even using biological therapy. DNAse activity of the blood serum and antinuclear antibody may be useful in this context. Changes of serum DNase activity in the RA treatment by biological agents previously have been not investigated. Objectives: The aim of this work is to study the dynamics clinical and laboratory parameters, DNAse serum activity and ANA during the RA treatment by infliximab (INF) and assess the prognostic potential of them in prediction of response to INF. Methods: 24 RA patients were involved in the study. All patients fulfilled the EULAR/ACR 2010 RA criteria. 22/24 patients received 6 infusions of INF at a dose of 3 mg/kg according to standard protocol: at 0th, 2th, 6th and then every 8 week. 2/24 patient received 4 infusions of INF. All patients received synthetic DMARDs therapy by metotrexate (10-17,5 mg weekly), 18/24 patients received glucocorticoids (methylprednisolone 4-8 mg daily) and non-steroidal anti-inflammatory drugs. Prior to treatment by INF patients did not receive any biological agents. All patients had high disease activity before INF treatment (DAS28<5,1). ANA determination was performed by indirect immunofluorescence on Hep-2 cells using digital system AKLIDES. ANA was measured in serum samples before 1st INF administration, at 22-30 weeks after the 1st INF administration. To determine the DNAse activity of serum the method of rivanol clot was used. DNase activity was measured in serum samples before 1st INF administration, at 6 weeks after the 1st INF administration, at 30 week of treatment. Results: At week 30, ACR70 improvement reached 5/22 of the patients, ACR50 -10/22 of the patients, ACR20 -4/24 of patients. At 30 weeks of treatment by INF 2/22 of patients achieved remission (SDAI<3,3), 10/22 -a low disease activity (3,3 <SDAI ≤11). 13/24 patients were ANA-positive before INF treatment, 12/22 -after 24 weeks of treatment. Levels of serum DNase activity did not differ before and during the INF treatment (p>0,05). For assessment prognostic value of laboratory signs for INF response prediction logistic regression was used. Prognostic model, which included changes in ANA ( ANA) and DNAse serum activity level ( DNAse serum activity), anti-CCP-and RF-negativity was better (p=0,02) (area under ROC-curve =1,0; 95% CI 0,844-1,00 p=0,0001) than the model, which included only anti-CCP-and RF-negativity 795; 95% CI 0, 924, p=0, 0141 Background: Biological drugs exhibit excellent efficacy and continuity in the treatment of rheumatoid arthritis (RA) and play an important role in RA treatment. Blood concentration is an important factor in the efficacy of biological drugs, particularly antibody drugs. Infliximab (IFX) is an antibody drug against TNF-α and is reported to require a blood concentration of ≥1 μg/mL to be effective. Objectives: To investigate whether clinical efficacy can be predicted based on blood concentrations at the fourth dose of IFX in patients with RA. Methods: This study included 56 patients with RA who were treated with IFX. Patients included 13 men and 43 women aged from 26 to 81 years (mean, 60.3 years). The IFX concentration was measured immediately before administering the fourth IFX dose (8 weeks after administering the third dose). We then investigated the relationship between subsequent IFX efficacy and IFX concentration immediately before the fourth dose of IFX in these patients with RA. Concentrations were measured in stored frozen serum by using the ELISA method. Results: The IFX concentration immediately before the fourth dose was ≥1 μg/mL in 32 patients (≥1 μg/mL group) and <1 μg/mL in 24 patients (<1 μg/mL group). At the fourth dose, IFX was effective in 30 patients (93.8%) in the ≥1 μg/mL group, at a mean concentration of 5.18 μg/mL, while the mean concentration was 5.69 μg/mL for the remaining 2 non-responders. IFX was also effective in 21 patients (87.5%) in the <1 μg/mL group but did not elicit any response in the other 3 patients. At this point, all 5 non-responsive patients were primary non-responders. Of all 51 responders, 58.8% were in the ≥1 μg/mL group and 41.2% were in the <1 μg/mL group. Based on the data, we observed no relationship between efficacy and IFX concentration. After 1 year of IFX treatment, 36 of the 56 patients were responsive and 20 were non-responsive. In the 2 groups, 26 responsive patients (63.9%) and 9 non-responsive patients (45.0%) had an IFX concentration of ≥1 μg/mL immediately before the fourth dose. Conclusions: At the fourth dose, many of the patients with an IFX concentration of <1 μg/mL were also responsive to the treatment, so future efficacy was difficult to predict based on IFX concentration. In other words, during clinical evaluation, measurement of IFX concentrations is not necessary in responsive patients. However, IFX concentrations should be measured in non-responsive patients or patients with a diminished response. If the concentration is <1 μg/mL, IFX efficacy should be restored by increasing the dose or shortening the administration interval. 
